Materials and methods
These five cases represent all leaking filtering blebs managed by one of the authors (AHZ) within the last five years which occurred as a remote complication of glaucoma surgery. The conjunctival bleb leak was identified and located on Seidel testing by a dramatic change in the colour ofapplied 2% fluorescein sodium from deep orange to light green. The repair was performed at the surgeon's consulting room under direct visualisation without the use of loupes or a microscope. The patient was placed in a recumbent position and the eye was anaesthetised with topically applied proparacaine. A lid speculum was inserted to prevent lid closure during and after application of the tissue adhesive. The patient was instructed to fixate with the contralateral eye to optimise ocular positioning and to prevent the eyelid from coming into contact with the glue. The eye was positioned with the wound leak perpendicular to the vertical direction of application so as to prevent misapplication and run-off of the tissue adhesive to other parts of the eye. The conjunctival fistula site was dried with a cotton tip applicator or Weck-cel sponge just prior to application of the tissue adhesive. After securing a 30 gauge needle to a tube of Histoacryl Blue (n-butyl-2-cyanoacrylate) tissue adhesive, one to three drops of tissue adhesive were focally applied to the fistula site. After the tissue adhesive crystallised, the eye was examined at the slit-lamp to ensure proper coverage of the wound leak.
Then, antibiotic and/or antibiotic-steroid ointments were instilled to reduce ocular irritation from the glue. In accordance with the needs of the particular patient the eye was either pressure patched for 24 hours with or without a bandage soft contact lens, treated by ointment instillation every one hour while the patient was awake, or treated with topical antibiotic drops. defect was present where the tissue adhesive had extended from the leaking bleb on to the cornea. The iatrogenic abrasion resolved after pressure patching for two more days. The intraocular pressure increased to 19 mmHg three weeks after the wound leak had sealed, but has been controlled in the low teens since that time with the addition of timolol eye drops 0 5% twice a day. CASE 3 A 55-year-old black female with end-stage primary open-angle glaucoma in the right eye controlled by a trabeculectomy in 1967 developed a leaking filtering bleb in 1988 during treatment for haemophilus conjunctivitis. Despite two weeks of topical and intravenous antibiotics the filtering bleb flattened, opacified, and developed a Seidel-positive fistula which did not close with several days of pressure patching.
On initial examination there was a Seidelpositive wound leak in a small cystic bleb overhanging the superior limbus and an intraocular pressure of 20 mmHg while the patient was using timolol 0'5% twice a day and methazolamide 50 mg by mouth twice daily. There was no infiltrate in or around the filtering bleb and the anterior chamber was deep. Topical tobramycin twice daily and prednisolone acetate 1% four times a day were being used. Tissue adhesive was applied to the wound leak site, and the eye was pressure patched over polymyxin Bbacitracin ointment. Over the next three days tissue adhesive was reapplied to the leak site twice more. By the fifth day the fistula was closed and was Seidel-negative. However, the intraocular pressure increased to the mrid-20s mmHg, requiring the addition of pilocarpine eye drops four times a day. On the eighth day a minute wound leak, with a delayed positive Seidel test by 3 to 4 seconds, was present on the edge of the glue. Tissue adhesive was applied to the new leak site, and the eye was pressure patched over Cortisporin ointment. Two days later the leak site remained Seidel-negative, and topical medications were reinstituted. Over the next five weeks the intraocular pressure slowly increased into the mid-30s mmHg despite maximum ocular hypotensive therapy. Six weeks after the last application of tissue adhesive, the crystallized glue was removed from the closed fistula site, and a new trabeculectomy with bleb revision was performed. The intraocular pressure was 9 to 10 mmHg when the patient was on no ocular hypotensive medication for the six months following surgery. 
